gum disease, that there was no sign of pyorrhoea, nor could they have ever had it, as it was never cured and they were; a more unbiassed opinion is hardly possible.
Mr. E. C. HUGHES: If one examines the peritoneal cavity of adults, either during operation or in the post-mortem room, one is continually coming across peritoneal adhesions and bands which are not present. at birth, and this without any sign of inflammation in the various viscera contained in that cavity. These bands are present at certain situations and for the most part in the neighbourhood of the junction of a fixed and a movable part of the intestine-i.e., pylorus and duodenum, duodenum and jejunum, ileum and caecum, hepatic flexure and transv-erse colon, transverse colon and splenic flexure, and the iliac and pelvic colons. These bands vary in size and may be only narrow adhesions or may be developed into definite sheets.
Mr. Lane has taught for a long time that these bands are evolutionary in origin; that is to say, they are developed to meet the downward drag of the intestines due to the upright position, and my own observations convince me that this is the correct explanation. These bands in the neighbourhood of the termination of the small intestine and the beginning of the larger are two in number, excluding for the moment the changes in connexion with the appendix. The band in connexion with the small intestine is that responsible for the ileal kink, and anyone who will look at the peritoneum at this part -in a series of cases will see the following clbanges: At first, on the under surface of the mesentery near its termination, an opacity develops which is a thickening of the peritoneum; this gradually extends up to the ileum to its anti-mesenteric border about 3 to 4 in. from its termination, rotating it as it does so; at the same time it draws the ileum towards the posterior abdominal wall, until, in an extreme case, it is pinned down against the brim of the pelvis. The fully developed kink and band then show three chief characteristics:
(1) It is 3 to 4 in. away from the termination of the ileum, never actually at its termination.
(2) The band is attached to its anti-mesenteric border, rotating it.
(3) It is only the under surface of the mesentery which is affected.. Whenever this condition is met with it has these characteristics.
Can it possibly be the result of an inflammation of the appendix?
Surely if it were so there would be some variation in the-character-istics; it would be expected to occur at the termination of the small intestine, to affect both surfaces of the mesentery, and it would not constantly affect the anti-mesenteric border. Further inflammation in the peritoneal cavity is so variable in its results that it is unthinkable that it should be followed in 100 per cent. of cases by the same result. The band, too, in connexion with the large intestine is constant in position, varying only in the degree of its development. It may be in the shape of separate peritoneal adhesions or it may be in the form of a definite sheet, and in many cases the sheet is so definite that the finger can be passed beneath it so as to be between it and the normal reflection of peritoneum from the ascending colon on to the posterior abdominal wall. This band passes outwards towards the junction of the posterior and lateral abdominal walls and traced inwards it passes over the ascending colon. When present it does not vary; it never passes in any other direction, it is never attached to the anterior abdominal wall. It is not possible to believe that inflammation here will always end in a constant result. There is no doubt but that the ileal band and the colon band are evolutionary, and are developed to prevent these parts of the intestine from dropping down into the pelvis. It is said that these bands are infrequent in their occurrence. That is not so. They are extremely common. My experience is a comparatively short one, but I am constantly meeting with cases showing these bands and the others described by Mr. Lane. The upright attitude is followed by important changes in the position of the appendix. The normal appendix is a freely movable piece of intestine with a mesentery of its own, of greater or less length.. In adults, as far as my experience goes, it is more common than not to meet with an appendix abnormally situated. The abnorinality takes one of two directions. One or other of the evolutionary bands picks up the appendix either in whole or part, so that its mobility is impaired by its attachment to the band. The other abnormal condition, which is probably the commoner, is the adhesion of the appendix to the under surface of the mesentery of the small intestine. In this condition the course of events is as follows: The proximal part of the appendix becomes attached to the under surface of the mesentery, and gradually more and more becomes attached in an upward and inward direction, until the whole organ is adherent, or the greater part is adherent with the terminal inch free. In this condition the Hughes: Discussion on Alimentary Toxmmia appendix is acting as. a ligament to the coecum, suspending it in order to prevent its downward displacement.
It is said that these bands, whatever their origin, are of no importance. Consider their effect on the appendix. This organ, being adherent in whole or part, has its mobility impaired, with the result that its ability to discharge its secretions into the cwcum is lessened; and that this is the case is shown by the presence of faculent contents in its interior, the normal free moving appendix always being empty.
A further stage is the accumulation of faecal contents, its inspissation, and its conversion into the fecal concretion of the appendix. This retention of fiecal material will lead to inflammation of the mucous membrane, since conditions are very favourable to the development of micro-organisms in an appendix, which cannot discharge its contents efficiently; and the intensity and extent of the inflammation will depend on the virulence of the micro-organisms, their quantity and quality, and the resisting power of the individual. An appendix adherent in part with a freely moving termination is liable to torsion or kinking taking place at the junction of the fixed and mobile parts. I believe that nearly all cases of acute appendicitis are primarily due to the fixation of the appendix in the two ways described.
With a totally adherent appendix and consequent retention of products the inflammation begins from the interior and spreads externally, producing practically a cellulitis, which may cause gangrene of the organ, or it may stop short of this and produce an empyema of the appendix. This type of appendicitis results in an inflammation of & considerable portion of the appendix, but there is nearly alw&ys a small portion of the coecal end which is normal. With an appendix partially adherent, and with the terminal part free, inflammation is due to the deprivation of blood to the letter part owing to it and its mesentery kinking or rotating. In this case, if the blood supply is cut off for a, sufficiently long time, gangrene of the extremity occurs, or if for not so long, on the kink or twist being corrected, the free part becomes intensely congested, and after a time becomes normal again. The symptoms of the former type are far more severe than those of the latter, because the appendix has been for some time practically a culture tube for bacteria, and contains an enormous number of virulent organisms; while in the latter case it is merely a gangrene of the terminal part occurring suddenly, and there has been no such opportunity for the bacteria to increase in numbers and virulence.
It is because of the impossibility of knowing which type of appendix is at fault that no one is able to foretell the result of an attack of acute appendicitis, and why surgeons at once operate to remove the appendix. Just as acute appendicitis is due to the abnormal anchoring of the appendix, so frequently is the condition of chronic appendicitis, or appendicular dyspepsia. In this disease there is discomfort or pain in the right iliac fossa, pain on pressure in this region, and the inflation of the colon with air, or displacement of gas into the cwcuni by pressure over the pelvic colon, produces pain over the appendix region. The explanation of these signs depends on the adhesion of the appendix; the ceecumn by increased pressure within forces an appendix, inflamed to a greater or less extent, against the iliac fossa, or increases the kink between the fixed and mobile parts, with the result that pain is produced, and removal of the organ by operation cures the local symptoms.
In addition to these local signs of disease, there are others simulating duodenal ulceration which are assigned to the diseased appendix, and there is no doubt that a number of such cases are cured by removal of the appendix, but it is also certain that a number of them are not benefited at all, and I think it likely that those who believe in appendicular dyspepsia, and remove the appendix for its cure, feel very doubtful as to the relief their patients will get when they come across and remove an apparently normal appendix.
The cases which will be relieved are those where the appendix is adherent to the mesentery of the small intestine, and where there is no ileal kink, and I think Mr. Lane's explanation is correct-viz., that the appendix in these conditions is acting as a ligament to the caecum and as it passes upwards behind the termination of the ileum obstructs it, and causes a delay in the flow of the ileal contents into the caecum.
Up to the present in my own cases I have not met with an extreme ileal kink, and I have been content to divide the band. Whether this is sufficient I am not yet sure. But it is incorrect treatment if the kink is an extreme one, as I have seen death from general peritonitis follow this treatment on at least two occasions.
I have seen a good deal of Mr. Lane's operative treatment by shortcircuiting, and the benefit in a few days is most marked. The pigmentation around the eyes rapidly disappears and the complexion becomes good, and various symptoms of auto-intoxication disappear. I was much struck recently by a woman who had intolerable itching of the f232 Hughes: Discussion on Alimentary Toxamia skin, and whose abdomen at the operation was covered with excoriations, the result of scratching. She expected that the nights succeeding the operation would be miserable on account of the irritation, but to her surprise she had no more itching and was able to sleep with comfort. I saw the case of Still's disease, which Mr. Lane has mentioned, and I have seen cases of rheumatoid arthritis, where the immediate benefit was marvellous. I am convinced that Mr. Lane's explanation of intestinal toxtemia is correct, but I am not yet sure how far medical treatment can benefit the condition.
